Historically, amputations in sub-Saharan Africa (SSA) were performed to address pathologic changes due to traumatic injury.
1
However, SSA countries are currently experiencing the epidemiologic double burden of disease; as treatment for and education about infectious diseases improve, these countries are increasingly faced with a transition to noncommunicable chronic diseases (NCDs), including diabetes and peripheral vascular disease.
2 This transition is attributed to longer life expectancy and greater exposure to risk factors that include smoking, poor diet, and sedentary lifestyle. 2 We hypothesized that NCDs have overtaken trauma as the primary cause for amputation in SSA, with postoperative mortality driven by untreated or undertreated medical conditions.
Methods | We performed a retrospective cohort study of amputations at Mbingo Baptist Hospital, a rural referral hospital in Cameroon, from January 1, 2014, through August 30, 2016. Patients were identified through operative case logs, and perioperative variables were obtained through medical record review. Univariate analysis was performed with in-hospital mortality as the primary outcome. Any variable on univariate analysis with P ≤ .10 was included in logistic regression multivariate analysis. Statistical analysis used Stata software (version 14.1; StataCorp), and P < .05 indicated statistical significance. Institutional review board approval at Mbingo Baptist Hospital and Stanford University, Palo Alto, California, was obtained before study initiation; the institutional review board waived the need for informed consent for this retrospective study.
Results | A total of 283 amputations were recorded in the operative log, of which 255 (90.1%) had corresponding medical record numbers allowing for cross-reference. One hundred seventy records (60.1%) included sufficient clinical information for analysis ( Seventy-four of 114 patients undergoing amputation (64.9%) had known diabetes before admission, with only 39 of these (52.7%) actually receiving medical treatment before admission. One hundred twenty-eight patients had hemoglobin A 1c levels measured at admission, of whom 119 (93.0%) met criteria for diabetes, with levels greater than 6.5% (median, 9.6%; range, 5.2%-17.1%; to convert to a proportion of total hemoglobin, multiply by 0.01). Twenty-nine of 170 patients (17.1%) died in the hospital (median time to death, 3 days after admission; range, 1-33 days). The only perioperative variables associated with mortality included intraoperative hypoxia (PO 2 <90%) (odds ratio [OR], 3.40; 95% CI, 1.19-9.50; P = .02), prolonged anesthesia time (OR, 0.58; 95% CI, 0.38-0.90; P = .01), and postoperative intensive care unit admission (OR, 10.00; 95% CI, 1.99-50.70; P = .005). Improving NCD management in these patient populations will be challenging. Without government-subsidized health care, families and patients can spend considerable portions of income on NCD management. 6 In our population, only half of the patients with diabetes were receiving therapy before admission. Downstream consequences of NCDs, including amputation, further impair a family's or individual's ability to cover cost of medical care as income from potentially employable individuals is lost. 6 Addressing the rapid increase of NCDs in SSA is critical now and represents an opportunity for collaboration among surgeons, physicians, and public health professionals. Study limitations include the retrospective design and incomplete capture of all amputations performed.
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